THE interest of this case lies in the entire absence of any history of heart disease or cause for heart disease except tonsillitis, and in the exact interpretation of the physical signs.
G. S. M., aged 5 years. Sent up to hospital by school medical officer for heart disease. For two years the mother has noticed that the child soon gets tired and breathless on exertion. No history of rheumatism in child or parents. No fever. Tonsils very large and almost ineeting. Pulse somewhat irregular, 84, and strikingly small in volume. Heart apex i in. int. to V.N.L., fourth space. No apparent enlargement, and the impulse not forcible. Apex: First sound short, and systolic murmur. Aortic cartilage: Rasping systolic murmur conducted upward and outward. No thrill over its maximum. This murmur, traced towards the apex, gets fainter, and then the apical murmur is heard increasing in intensity to the apex. It would seem that these were two different systolic nmurmurs. The basal murmur can be heard at the pulmonary base, but is fainter there than in the aortic region.
The child, in other respects, does not seem to have any signs of illness. The question arises as to the interpretation of the basal murmur. Is it due to some chronic aortic endocarditis producing slight stenosis without aortic regurgitation, the result of an infection from the tonsils, is it of no organic significance, or is it congenital?
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Dr. POYNTON added that a number of opinions had been expressed about; this case; he felt he ought to give his also. He regarded it as a slight mitral regurgitation with aortic stenosis.
Dr. ROBERT HUTCHISON said it was a difficult case to be sure about, but he shared Dr. Poynton's view. He thought there was a presystolic murmur at the apex, as well as a systolic. If others agreed as to that, he thought it would constitute strong evidence in favour of the lesion being acquired. The breathlessness and the large tonsils pointed in the same direction. There had probably been infection through the tonsils, and it seemed to be an acquired lesion, the result of endocarditis. He did not know whether to call it rheumatic. or not.
Dr. G. A. SUTHERLAND said that all basal murmurs in children were difficult to decide upon as to the exact site of origin, especially as, at the clinical meetings, there were only limited opportunities for examination. There was no evidence here of change in the size of the heart, nor had any symptoms. been referred to. With regard to the question of the presence of a presystolic murmur, he would like to hear from Dr. Hutchison whether he found such a murmur a common incident in a child aged 5 years. He (the speaker) thought that, in this patient, there was a basic systolic murmur of little importance.
Nine Patches of Morphcea in a Child. By J. L. BUNCH, M.D. THE patient, a girl, aged 11 years, developed the first lesion a few weeks ago, just below the left iliac crest. It showed itself as a dense, yellowish-white small patch, with no suspicion of redness or coloured border, and it has retained these characteristics while spreading to its. present size of 2i in. by 14 in. The outline is sharp, and, to the touch, the skin is distinctly harder than the healthy skin surrounding it. Since the appearance of this patch eight other similar, but smaller, lesions. have appeared on the chest, back, and shoulders. The face is free. The sweat glands do not appear-to function over the area of these lesions. None of the lesions show any sign of coalescing. The number, distribution, small size, and rapidity of development of the lesions seem to bring the case within the category of the rare disease morphoea guttata, or white-spot disease. There is no evidence of peripheral neuritis or ganglionic lesion.
